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ABSTRACT 
Gender-specific motivators and barriers to adopting healthful diets and losing weight among 
middle-aged West Virginians 
Stephanie K. Thompson 
Background:  About 70% of West Virginia adults are overweight and obese. Diet is a 
modifiable determinant of weight-related conditions. Innovative interventions are needed to help 
overcome the barriers to prevent and delay chronic conditions. In order to implement an 
intervention that is needed, learning the motivators and barriers to healthful eating and weight 
loss is the first step. 
 
Objective:  To learn what helps or hinders healthful eating and weight loss among middle-aged 
adults in West Virginia. 
 
Methods: Gender-specific focus groups were conducted among 45 to 64 years old overweight or 
obese adults. Participants lived in either Harrison or Marion counties, were married or living 
with a companion, and had one of the following cardiovascular risk factors: high blood pressure, 
diabetes, pre-diabetes, high cholesterol, or high triglycerides. The data were analyzed by using a 
classical analysis approach with comparing the differences between genders by frequency of 
themes. 
 
Results: Among 30 participants, the primary motivators were health, appearance and physical 
fitness, and family. The male primary motivators were health, appearance and physical fitness, 
and internal motivation while the female primary motivators were health, special events, and 
family and appearance and physical fitness were tied. The primary barriers were time, 
convenience of unhealthy foods, and temptation. The male primary barriers were time, 
convenience of unhealthy foods, and lack of self-control. For the females, the primary barriers 
were time, temptation, and lack of self-control. 
Conclusion: Helping individuals learn how to better plan and prepare their meals can help them 
overcome time barriers. Interventions for males should include education and counseling on 
making healthful food choices when eating out, while interventions for females could include 
ways to help them overcome temptation barriers. 
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CHAPTER I: INTRODUCTION 
PROBLEM STATEMENT 
Nearly 64% of adults in the United States (US) and 70% in West Virginia (WV) are 
overweight or obese.1,2  Males have higher rates than females in WV (74.1% versus 63.5%, 
respectively).3 Middle-aged adults (45 to 64 year olds) have the highest rates of obesity in the 
nation and WV.4,5 Today, the baby boomer population (people born between 1946 and 1964) 
make up a large part of the middle-aged adults group.  When compared to the previous 
generation of midlife adults, baby boomers have higher rates of chronic conditions such as 
cardiovascular disease (CVD), hypertension, and diabetes.6 Maintaining health and preventing 
chronic diseases in this population is an urgent public health challenge.     
Diet is a potentially modifiable determinant of weight-related chronic conditions. New 
clinical care guidelines from the American Heart Association (AHA) recommend that patients 
who are overweight (BMI 25.0-29.9) with ≥ one CVD risk factor or obese (BMI ≥30) receive 
dietary counseling from a physician or nutrition professional.7 Implementing the 
recommendations in WV may be particularly difficult due to the large number people who are 
classified as overweight and obesity.8 Several potential barriers to implementing the guidelines  
include inadequate nutrition education in medical schools, low reimbursement rate, and lack of 
time to discuss diet with patients.9 Interventions that aim to overcome the barriers are needed in 
an effort to help West Virginians eat better and reach a healthful weight.  
Telenutrition interventions that provide nutrition care through interactive technology such 
as video conferencing offers one solution.10 Telenutrition can benefit patients who don’t have 
access to a Registered Dietitian in their area. It would allow patients to receive care from almost 
anywhere, such as their home or workplace. The first step in developing such an intervention is 
to identify the motivators and barriers of a healthful diet and weight loss among overweight and 
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obese middle-aged adults in WV.  Focus groups provide one method to explore these issues. In 
WV, focus groups with health-related themes have been conducted, but they were mostly with 
females not males and diet was not the primary study focus.11–16  
RESEARCH OBJECTIVES 
The primary purpose of this focus group study is to gain a better understanding of what 
motivates and deters healthful eating practices and weight loss among middle-aged adults in WV 
and how these factors differ between males and females. This study is part of a larger mixed 
methods study to inform a telenutrition intervention aimed at improving diet and reducing body 
weight among middle-aged West Virginians.  The study aimed to answer the following research 
questions: 
1. What are the perceived motivators to eating a healthful diet to lose weight? 
2. What are the perceived barriers to eating a healthful diet to lose weight? 
3. Are there differences between males and females in regard to their perceived 
motivators and barriers?  
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CHAPTER II: REVIEW OF LITERATURE 
Motivators and barriers are an important aspect of learning what helps or hinders 
individuals from eating a healthful diet. Motivators are factors that promote individuals to 
perform an activity, such as promoting them to start eating healthfully or to lose weight.17  In 
contrast, barriers are factors that prevent individuals from reaching their goal. The primary 
purpose of this literature review is to learn what is known about motivators and barriers to 
healthful eating and weight loss specifically among middle-aged males and females.  
METHODS 
 A search of PubMed and Scopus was conducted to identify peer-reviewed articles that 
identified barriers and motivators to either healthful eating or weight loss. Search terms included 
any and/or all of the following terms: motivators, barriers, healthful eating, weight loss, fruits, 
and vegetables.  Only relevant articles that included participants 45 through 64 years of age were 
included in the review. Additionally, a snowball strategy was used in which references of 
identified articles were reviewed and included as appropriate. 
RESULTS 
Twenty-six articles were included in the review. Seven articles addressed both motivators 
and barriers to healthful eating including increasing fruit and vegetable intake, and an additional 
five articles addressed only barriers (Table 1). Seven articles addressed both motivators and 
barriers to weight loss, two addressed only motivators and five addressed only barriers (Table 2). 
Seven focus groups studies conducted in WV were also reviewed (Table 3). The results of the 
motivators to healthful eating studies are summarized in Table 4 and barriers to healthful eating 
are summarized in Table 5. Commonly reported motivators and barriers to weight loss are 
summarized in Tables 6 and 7 respectively.  
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MOTIVATORS AND BARRIERS TO HEALTHFUL EATING 
Motivators to healthful eating 
Improve health 
In the seven studies reviewed on motivators, the most commonly cited motivator to 
eating better was health problems and health benefits.18–21  McGee et al. found that in a focus 
group of mostly females that health problems were a main reason participants chose to eat 
healthier.18 A survey conducted with 797 participants (62% female) identified health, health 
maintenance and to treat a disease among their top five reasons to eat a healthier diet.19 A focus 
group study was conducted to develop a web-based intervention to increase fruit and vegetables 
consumption noted that concern for personal and family health, and noticing health benefits 
motivated them.20 Yeh et al. reported that participants were motivated to eat fruits and vegetables 
if they knew of their health benefits diet.21  
Healthcare provider 
 In three of the seven studies reviewed regarding motivators to eating healthfully, 
healthcare provider advice was identified as a motivator influencing an individual’s choice to eat 
healthier.18,22,23 In the Lower Mississippi Delta area, the researchers found that the participant’s 
physician was important for the individuals to decide to change their diet.18 For example, one 
participant said that if the doctor told them to stop eating hamburgers and fries, or that their 
cholesterol and blood pressure were high, they would be motivated to change their diet.18 Males 
in the United Kingdom (UK) said they needed a recommendation from a person of medical 
authority in order to eat a more healthful diet.22  
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Feel better/More energy 
Two related motivators, feeling better and having more energy, were identified in three of 
the seven studies.19,20,24 Peterson et al. found that having more energy helped facilitate 
participants to make healthful lifestyle choices.24 In a survey of 796 participants from low-
income Minnesota communities, to feel good and better was the second most common motivator 
(15.3%) to eat healthful.19 Individuals who participated in focus groups to help inform an 
intervention to increase fruit and vegetable intake felt having more energy would motivate them 
to eat more fruits and vegetables.20 
Additional motivators 
 Less commonly reported motivators included: role model for children and family, 
children’s health, and to live longer.18–21,23 Being a role model for children and other family 
members was a motivator in two focus group studies of mostly females.18,20 Being motivated to 
participate more with their children or help the children pick up healthful habits was how 
children’s health was another motivator that appeared in the review.20,23 In two of the nine 
studies aimed at identifying motivators, 12% in a survey study and 5% in interviews said they 
would eat more of a healthful diet to live a longer life.19,23 
Barriers to Healthful Eating 
Time 
 Time was the most commonly listed barrier; it was identified in eleven of the twelve 
articles reviewed on barriers to healthful eating.18–29 Lack of time affected individuals in 
different ways. In a study of females over 39 years old, time was a barrier in regard to 
participants feeling they didn’t have enough time to cook, or they were tired of cooking meals.25 
A study of females from a disadvantaged neighborhood reported they lacked time for planning 
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and cooking meals.28 Male focus group participants perceived time as a barrier for them because 
of their work schedules and lifestyle choices.22 Work patterns and family commitments made it 
hard for participants to have time to shop, prepare, and consume a healthful meal.26 Preparation 
time was a barrier for participants specifically in relation to consuming more fruits and 
vegetables.21 For example, an individual had mentioned in the study that they arrived home late 
and did not want to prepare a meal late.21 
Cost  
 Cost was the second most dominant barrier perceived as preventing individuals from 
eating healthfully.19–24,26–29 In focus groups and interviews with females, cost was perceived to 
affect their ability to buy more healthful food choices.22,27  Female focus groups reported that the 
cost of fresh foods in a rural area were too high due to transportation costs and this made it 
difficult for them to have a healthful lifestyle.24 A barrier the researchers found for some females 
was choosing between cheap, unhealthy foods or expensive, healthful foods that were available 
in larger quanities.28 In another study, participants didn’t think the healthful foods were 
expensive but thought they would get more unhealthy foods than healthful foods for their 
money.26  
Lack of knowledge 
 Lack of knowledge was identified as preventing some from consuming healthful 
meals.18,23,26–28 In the Lower Mississippi Delta area, the researchers found that the participants 
lacked knowledge and skills in aspects such as preparing appealing food, time management, 
meal planning, portion control, and behavior modifications.18 Farahmand et al. reported from a 
male focus group that males lacked knowledge in regard to being able to tell the difference 
between foods that are healthful or unhealthy.27 Females who live in disadvantage 
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neighborhoods said they lack knowledge as they didn’t know how to cook or what foods to eat 
which deterred them from eating healthful.28 
Taste/Appeal/Dislike 
 In five out of twelve studies reviewed for barriers to healthful eating, participants 
discussed not liking the taste of foods they considered healthful preventing them from 
consuming healthful meals.19,20,25,27,29 Disliking the taste of fruits and vegetables hindered the 
individuals from eating healthfully.25,29  When trying to learn ways to increase fruit and 
vegetable intake, focus group participants said taste and freshness of fruits and vegetables 
prevented them from eating them in the winter.20 
Lazy/Tired 
 Feeling lazy and being tired were two barriers that participants perceived as barriers 
hindering them from eating a nutritious meal.19,20,28,29 Participants from disadvantaged 
neighborhoods discussed how being tired hindered their efforts toward planning and cooking 
healthfully.28 Lazy was found to be the fourth overall choice (29.8%) in why the participants in a 
survey from a low-income Minnesota community could not eat healthful.19  Individuals also 
mentioned that they were lazy when it came to the eating fruits and vegetables due to the 
preparation involved.20,29  
Family/Spouse  
In four studies, family and spouses were thought to be a barrier to participants when they 
tried to incorporate healthful meals into their daily lives.26–29 Macdiarmid et al. found that 
individuals wanted to fit in with their family members who were not eating healthful, thus 
preventing them from consuming more healthful meals.26 Among a male focus group, it was 
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perceived as the females job in the family to prepare the meals.26 Females felt their male partners 
were external barriers and hindered their efforts to eat fruits and vegetables.29 
Lack cooking skills/Dislike cooking 
Research has also shown that individuals lack cooking skills or they dislike cooking 
altogether.18,20,26,29 When looking at the perceptions of healthful eating, individual interviews 
showed that the participants had a lack of desire to cook.26 Individuals lacked recipes which 
could mean that they did not know how to cook without a recipe for fruit and vegetable 
consumption.20 An internal barrier found among males and females was they lack cooking skills 
to prepare vegetarian dishes.29 
Healthful food accessibility 
 The accessibility of healthful food was a barrier in several studies.20,24,27,29 In one focus 
group study conducted with Tehranian males, the participants talked about the unhygienic 
processing and distribution of poultry and fowl.27 Peterson et al. discussed in their focus group 
findings how living in a rural area makes it hard for them to access fresh fruits and vegetables.24 
Participants said they found it difficult to eat healthfully when at work or traveling.20  
Additional barriers 
 Lack of meal planning and seasonality of healthful foods were two additional barriers 
that were found in the review.18,20,25,28,29 In a female focus group study, it was found how the 
participants lacked planning their meals which in turn led them to go out for dinner instead of 
fixing home cooked meals.25 Seasonality of foods was also a barrier to individuals in the winter 
months due to not being able to always have fresh produce.25 The taste and freshness followed 
by the limited selection of fruits and vegetables in the winter prevented individuals from 
consuming them.20,29  
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Not being satisfied with healthful food choices was another barrier that prevented 
individuals from consuming healthful meals.20,22,25 Rolnick et al. also reported that individuals 
perceived fruits and vegetables as not filling.20 Females also perceived they had trouble 
refraining from eating snacks that were considered high-calorie foods, which could be related to 
why they did not see healthful foods as satisfying due to most healthful foods having lower 
calories.25 Individuals reported being confused and conflicted with health messages.20,23,25 
Interestingly, an interview study showed that participants were confused by the health messages 
from different diet companies.23 Other barriers reported in the studies reviewed were social 
activities and pressures with other individuals, emotions and stress from life, and comfort in 
foods.23,26,28  
 Lack of willpower, discipline, and self-control were barriers found in the studies 
reviewed along with individuals having personal preference or are picky.19,22,23 Individuals who 
tried to lose weight perceived lack of willpower and not strong or committed enough as a barrier 
to when they tried to diet.23 Males would rather eat their preferred foods than take government 
advice on food selection.22  
 Temptation of unhealthy foods, persuasive advertisements, and boring diets and bored of 
the same taste were reported in five of the articles reviewed.20,21,23,25,27 Females found it difficult 
to stop eating tempting foods such as high-calorie snacks.25 A male focus group study on 
healthful eating perceived that the influence of others not eating healthful hindered them when it 
came to unhealthy foods.27  
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MOTIVATORS AND BARRIERS TO WEIGHT LOSS 
Motivators to Weight Loss 
Appearance 
 The dominant motivator to weight loss found in the studies was appearance.30–35 A study 
that conducted focus groups with individuals before and after dieting found motivators to 
improve their appearance such as them feeling self-disgust at being overweight, seeing self in 
mirrors and photographs, and to increase their self-esteem.30 A study of  males only found that 
males wanted to have a lean appearance and this could be due to them wanting a girlfriend or a 
job.31 Overweight males responded in a survey with 69.4% that they were unhappy with their 
appearance.34 In focus groups with African American females, the researchers found that they 
were motivated to lose weight to be physically attractive to others and avoid being unappealing 
to self and others.33 
Health problems 
 Health problem was the second commonly mentioned motivator in the review of 
studies.31–33,36,37 Three studies that were conducted with only males found that weight loss for 
their health was beneficial and motivated them.31,32,36 Males were motivated to make changes if 
they had a family member with a health condition that they wanted to prevent.36 In two female 
studies, wanting to lose weight or maintain weight for health-related reasons or prevention was 
also found as a motivator to healthful eating.33,37 
Clothes 
 Individuals were also perceived to be motivated to lose weight so they could fit in their 
clothes.30,33–35 In a focus group study participants were motivated to lose weight by wanting to 
buy nice clothes, buy smaller sizes, and fit into older clothes.30 African-American females 
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wanted to lose weight to be able to look good in their clothes.33 A survey study with males found 
the individuals (50%) had trouble buying clothes as one of their motivators to lose weight.34 A 
survey conducted by telephone found that women were motivated to lose weight when their 
clothes no longer fit or to fit a smaller size.35 
Support 
 Support was found among the review four times as a motivator to weight loss.30,33,37,38 
Females who had already been part of an intervention participated afterwards in focus groups 
and support from family, friends, and co-workers were seen to help keep them motivated to lose 
weight or to maintain their weight loss.38 Herriot et al. saw in their study that the participants 
talked about receiving support from others who were participating in the study and the 
researchers helped motivate them.30 Among female participants, support from commercial 
weight-loss group, health professional, family, and friends were seen to be an impact on the 
individuals maintaining their weight loss.37 One of the major themes found in the female focus 
groups was the influence from their family and friends attitudes about weight to motivate them to 
lose weight.33 
Additional motivators 
 To improve and increase physical activity was found in two male studies.32,34 
Specifically, the motivators for the males to lose weight that was mentioned were to improve 
fitness and wanting to feel stronger and fitter.32,34 Also, focus groups and interviews with males 
saw how they were motivated to lose weight to be effective and meet their work 
requirements.31,36 Sabinsky et al. found that the males would take cue to action by wanting to be 
effective and valuable for work while Wirth et al. discussed how there were jobs that required 
the males to be in shape.31,36 Males also ended up attempting weight loss as a result of support 
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from their wives.31 In the telephone survey with Appalachian Kentucky Adults, it was seen that 
the individuals wanted to lose weight for their family.35 
Barriers to Weight Loss 
Expense 
 The expense of trying to lose weight was found among five of the twelve 
studies.31,33,36,39,40 In a focus group with overweight males, the individuals perceived expense 
with using fitness centers as barrier to weight loss.31 A focus group study with African American 
females perceived the expense of maintaining a healthful lifestyle was found to be a hindering 
effect on their weight loss.33 Hammarström et al. looked at the barriers associated with 
participants who took part of a diet intervention.39 Cost was perceived to be a barrier that would 
hinder individuals from trying to lose weight which is consistent with why some of the 
participants may have stopped the diet intervention.39 Also, individuals said the expense of 
vegetables and protein-rich foods deterred them from completing the intervention.39 
Lack of exercise/Physical activity 
 Participants in several studies mentioned how a lack of exercise and physical activity 
prevented them from losing weight.31,35,38,39,41 Female focus groups perceived lack of exercise to 
hinder their success in weight loss maintenance.38 Males mentioned they had trouble prioritizing 
exercise over spending time with their family.31 
Time 
As seen in the studies reviewed on healthful eating, time was also a barrier to participants 
in trying to lose weight.33,35,36,39 Baby boomer males perceived lacking time to exercise as a 
hindrance to losing weight.36 A quote mentioned by a baby boomer man said due to his long 
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hours at work he did not have the time.36 A survey conducted with Appalachian adults found 
lacking time to exercise and to shop and cook for healthful foods as barriers to weight loss.35 
Lack support 
 Lack of support was perceived as a barrier in four of the twelve studies reviewed.30,33,38,42 
Two female focus group studies looked at what was preventative in weight loss and/or weight 
maintenance which was perceived as a lack of support would hinder individuals efforts.33,38 Ely 
et al. participants mentioned how they perceive there is a lack of support from their primary care 
providers in weight control.42 
Social life/Pressure 
 Social life and pressure was another barrier perceived in deterring weight loss.30,39–41 
Social life was a barrier that was perceived by individuals in baseline before participating in a 
weight loss program.30 Weight loss barriers perceived by females who had participated in a diet 
intervention mentioned different social aspects that made it challenging.39 The females discussed 
how coffee with a bakery item was a social activity and how attending dinners with others as 
hostess would hinder their weight loss.39  
Emotions/Stress/Depression 
 Among four studies, emotions, stress, and depression were found to hinder individuals 
efforts in trying to lose weight.30,33,39,40 The emotions that were mentioned were unhappy, upset, 
stressed, depressed, and bored.30 African-American females and females from Northern Sweden 
perceived the impact of stressful life events as making it hard for the participants to lose 
weight.39,33  Stress and depression were important barriers perceived by the overweight and 
obese females who mentioned how emotions made them eat too much.40 
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Additional barriers 
 Additional barriers that were perceived in the literature were work, habits, lack of 
knowledge, and temptation.30,33,35,39,43 Female participants discussed how if they were traveling 
or working at night it could deter their diet.39 The Northern Sweden females perceived it was 
hard to change their food habits and had a hard time not to go back to their old habits.39  
 Lack of knowledge and temptation were reported in four of the studies reviewed.33,35,39,43 
Morgan et al. found that the participants had lacked knowledge as to the relationship between 
energy balance and weight change.43  
MOTIVATORS AND BARRIERS RELATED TO HEALTH IN WV 
Several health-related focus group studies have been conducted in WV giving insight to 
the culture of the state. However, none of the focus groups specifically looked at motivators and 
barriers to healthful eating in middle-aged adults.11–14,16 Among three of the six focus group 
studies conducted in WV that were reviewed, participants perceived lack of knowledge in areas 
regarding diet, diabetes and medical knowledge.12,13,15 Lack of support was also a factor in the 
WV residents lives as well.11,12,16 One study that aimed to inform the design of an intervention to 
reduce CVD, found that lack of support was a barrier and the presence of support a facilitator for 
the individuals to be able to eat healthful.11 In another focus group study conducted to learn 
about views on CVD from females living in rural areas in WV, lack of support was perceived 
among females due to the foods the family likes to consume but it was also found how support 
from family and others would help them change their eating habits.12 In a survey of females,  
52.4% said lack of support hindered them from being able to engage in physical activities.16 
Among the six focus groups reviewed, two looked at barriers and facilitators to changing 
their diet related to CVD.11,12 Common barriers included culture, time, and cost.11,12  Barriers 
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found in a focus group conducted to develop a CVD program reported convenience, eating food 
for comfort, lack of willpower, and lack of confidence as deterrents from eating healthfully.11 
Other barriers found in the study looking at females views on CVD were family preference and 
taste.12 In the study looking at the barriers to physical activity the barriers were lack of willpower 
(50.8%), money (35.2%), time (30.1%), place (19.2%), and don’t need more (6.8%).16 
Interestingly, 15% reported that they did not have any barriers.16  The initiating motivators to the 
participants were an emotional arousal such as a drastic event and the desire to lose weight.12 
The sustaining motivators were support of others, food availability, and feeling better physically 
and mentally.12 Most of the focus group participants were female, thus it was difficult to 
determine if male and females perceive motivators and barriers differently. It is important to 
understand the differences between the genders to tailor an intervention to help people overcome 
their barriers in the Appalachian population.11–16 
GENDER DIFFERENCES IN MOTIVATORS AND BARRIERS 
One key aspect in developing an intervention is to recognize that differences exist 
between males and females perceptions of what factors motivate them or deter them from eating 
healthfully. Differences between males and females in their eating patterns have been reported.  
For example, Liebman et al. conducted a cross-sectional survey with males and females to see if 
there were any differences between their food intake.44 Females had higher intakes of fruit or 
vegetable juice, fruits, green salad, carrots, other vegetables, whole-grain breads, and high fiber 
cereals while the males were only higher in consumption of potatoes, milk, soda, and sweetened 
beverages other than soft drinks.44 Another survey asked questions about their different health 
beliefs to see the difference among genders.45 There were differences observed in the males and 
females when it came to health behaviors.45 Females would be the ones to learn more about 
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disease prevention due to feeling like it was more their responisibility.45 This could be due to 
how females are frequency seen as caretakers.  In a survey study looking at weight loss, females 
were shown more frequently than men to self-monitor, set goals, and need social support for 
physical activity.46 Males showed a higher caloric intake and the need for social support for 
diet.46 Differences between genders can help aim an intervention in what males and females 
desire to help them achieve healthful eating and weight loss.   
 When looking back at the motivators and barriers to healthful eating and weight loss, 
there are some gender differences. For example, in the focus groups with Tehranian males on 
healthful eating, the barrier that the dietary pattern was the main responsibility of the females.27 
While in one females focus group a barrier to their success in eating healthful was family 
customs, food preferences and needs of their children.28 It’s also interesting to see in another 
females focus group study how they focused on children’s needs first and their husband/partner 
or family members did not want the healthful foods.47 Sabinsky et al. found in the males focus 
groups that younger males wanted to lose weight to be attractive and get a girlfriend.31 Also, 
baby boomer males had stated that the programs were too feminie.36 Interestingly, results from 
several female focus groups indicated that they felt lack of support was a barrier when trying to 
lose weight and having support was a motivator to their success.37–39 
 The differences between males and females regarding their barriers and motivators are 
clear in some studies. Females were often identified as being the person in the family responsible 
for health and diet.27,45 Males needed more social support or did not think highly of programs 
they felt were feminine.36,46 However, females were also shown to need support.37–39 Males and 
females are distinctive about what motivates them or prevents them to have a healthful lifestyle. 
An intervention for different genders should be aware of the differences when creating a 
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program.  Thoughtful planning could create a program that both males and females could enjoy 
and be satisfied with while losing weight and eating healthful.  
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Table 1. Summary of Motivators and Barriers to Healthful Eating Studies 
Author Purpose  Design Sample 
size 
Age Gender Location Population 
Rural, etc 
McGee et al. (2008) What motivates and 
prevents healthful eating. 
Focus group 91 18 years or 
older 
6 Males and 
85 Females  
Arkansas, 
Louisiana, and 
Mississippi 
Lower 
Mississippi Delta 
residents 
Folta et al. (2008) To learn their barriers to 
heart-healthful eating in 
relation to CVD. 
Focus groups 38 40 or older Females Kansas and 
Arkansas 
Midlife sedentary 
females 
Gough and Conner (2006) To learn about how males 
view food. 
Interviews 24 < 35 years 
old to 55 
years and 
older 
Males UK  
Macdiarmid et al. (2013) To learn what the barriers 
were for participants after 
eating a healthful diet for a 
few days. 
Interviews 50 19 to 63 
years old 
20 Males 
and 30 
Females 
UK General adult 
population 
Farahmand et al. (2015) To learn family barriers 
among Tehranian males on 
healthful eating. 
Focus groups 98 25 to 65 
years old 
Males Iran Tehranian 
Baruth et al. (2014) To learn the barriers of 
exercise and healthful 
eating females living in 
disadvantage 
neighborhoods. 
Focus groups 28 25 to 50 
years old 
Females South Carolina Overweight 
living in 
disadvantaged 
neighborhoods 
Peterson, Schmer, and 
Ward-Smith (2013) 
To learn the views about 
healthful eating in rural 
females who live in the 
Midwest. 
Focus groups 65 20 to 65 
years old 
Females Midwestern 
USA 
Rural 
Thomas et al. (2008) To learn from individuals 
who have tried to lose 
weight what their thoughts 
were on dieting. 
Interviews 76 16 to 72 
years old 
13 Males  
and 63 
Females  
Australia Obese 
individuals 
Eikenberry and Smith 
(2004) 
To see what motivates or 
prevents healthful eating 
in low-income Minnesota 
communities. 
Survey 796 
 
Average age 
44.9 ± 17.5 
years old 
 302 Males 
and 494 
Females 
Minnesota Low-income 
communities 
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Table 1. Summary of Motivators and Barriers to Healthful Eating Studies (continued) 
Author Purpose  Design Sample 
size 
Age Gender Location Population 
Rural, etc 
Rolnick et al. (2009) To be able to develop an 
intervention in regards to 
increase fruit and 
vegetable consumption. 
Focus groups 137 21 to 65 
years old 
64 Males 
and 73 
Females 
USA HMO Cancer 
Research 
Network 
Yeh et al. (2008) To learn about what 
prevents or encourages 
fruit and vegetable 
consumption to be able to 
develop an intervention. 
Focus groups 147 18 to 50 
years old 
Males and 
Females 
USA Multi-ethnic 
population 
John and Ziebland (2004) To learn what prevented 
individuals to consume 
fruits and vegetables that 
participate in a 
randomized control trial 
Interview 40 Males mean 
age 47.6 
years old 
and Females 
mean age 
44.2 years 
old 
21 Males 
and 19 
Females 
UK  
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Table 2. Summary of Motivators and Barriers to Weight Loss Studies 
Author Purpose  Design Sample 
size 
Age Gender Location Population 
Rural, etc 
Metzgar et al. (2014) To learn the facilitators and 
barriers after females 
participated in a weight loss 
trial. 
Focus group 23 Mean age 38.8 Females USA Completed an 18 week 
weight loss trial 
Herriot et al. (2008) To look at baseline and after 
the weight loss programs to 
assess the participants’ 
outlooks involving 
commercial diets. 
Focus groups 59 Mean age 42.3 
years old 
7 Males and 
25 Females  
Australia Participated in ‘Diet Trials’ 
Ely et al. (2009) To try to understand females 
perspectives on weight in 
rural Kansas. 
Focus groups 31 18 years or 
older 
Females Kansas Rural 
Sabinsky et al.(2006) To understand males views 
on what helps or hinders 
weight loss. 
Focus groups 22 25 to 44 years 
old 
Males Denmark Overweight males 
Wirth et al. (2014) To discuss with baby boomer 
males about their perceptions 
on maintaining weight. 
 
Interviews 20 45 to 63 years 
old 
Males USA Baby boomer males 
Hankey et al. (2002) To try to understand what 
makes overweight males 
want to lose weight. 
Interviews 91 18 to 55 years 
old 
Males UK Overweight and obese male 
workers 
Hindle and Carpenter (2011) To discuss with individuals 
who were able to maintain 
their weight loss. 
Interviews 10 18 years and 
older 
Females UK Individuals who’ve 
maintain weight loss 
Barnes et al. (2007) To learn about how African 
American females lost 
weight. 
Focus groups 37 18 years or 
older 
Females USA African American females 
Morgan et al. (2011) To understand how the males 
viewed the weight loss 
program, SHED-IT. 
Interviews 18 18 to 60 years 
old 
 
Males Australia Participants in SHED-IT 
pilot study 
Hammarström et al. (2014) To understand what 
motivated and prevented 
weight loss in an intervention 
that looked at the use of two 
different diets. 
Interviews 70 49 to 71 years 
old 
 
Females Northern 
Sweden 
Middle-aged to older 
females 
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Table 2. Summary of Motivators and Barriers to Weight Loss Studies (continued) 
Author Purpose  Design Sample 
size 
Age Gender Location Population 
Rural, etc 
Wolfe and Smith (2002) To see what motivates 
females to lose weight. 
Survey 72 18 years or 
older 
 
Males USA Overweight males 
Webber and Quintiliani 
(2011) 
To look at the differences 
between males and females 
in their views on weight 
using the Health Belief 
Model. 
 
Interview 
survey 
404 18 to 65 years 
old 
117 Males 
and 287 
Females 
 
Kentucky Appalachian residents 
Sharifi et al. (2013) To understand what 
prevented overweight or 
obese females who used 
weight loss programs. 
Survey 204 18 years to 50 
years old 
 
Females Iran Overweight or obese 
females 
Venditti et al. (2014) To learn individuals barriers 
in the Diabetes Prevention 
Program. 
Lifestyle 
Intervention 
1076 Mean age 50.6 343 Males 
and 733 
Females 
USA  
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Table 3. Summary of WV Focus Groups Studies 
Author Purpose  Design Sample 
size 
Age Gender Location Population 
Rural, etc 
Tessaro et al. (2006) To learn more about the 
population to develop an 
intervention program, 
Cookin’ Up Health 
Focus groups 48 Mean age of 
54 years old 
Females West Virginia Rural 
Krummel et al. (2002) To understand the views 
of CVD in how to prevent 
or change for better health. 
Focus groups 34 20 to 55 
years old 
Females West Virginia Rural 
Tessaro et al. (2005) To learn more about the 
target population in the 
Appalachian and how they 
understand diabetes. 
Focus groups 101 Mean age of 
59.1 
28 Males 
and 73 
Females  
West Virginia Appalachian 
residents 
Rye et al. (2009) To learn the barriers to 
physical activity in low-
income Appalachian 
females. 
Interviews 733 Mean age of 
52.2 
Females West Virginia Low-income 
Appalachian 
residents 
  Goins, Spencer, and 
Willams (2011) 
To understand how rural 
older adults view their 
health. 
Focus groups 101 60 years or 
older 
27 Males 
and 74 
Females 
West Virginia Rural older 
adults 
Coyne, Demian-Popescu, 
Friend (2006) 
To look at how the culture 
of adults living in 
Appalachia related to their 
health. 
Focus groups 61  35 years or 
older 
30 Males 
and 31 
Females 
West Virginia Appalachian 
residents 
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Table 4. Summary of Motivators to Healthful Eating 
Outcomes 
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McGee et al. (2008) b X X  X   
Gough et al.  (2006)    X   
Peterson, et al. (2013)c      X 
Thomas et al. (2008) d   X X X  
*Eikenberry  et al. (2004)-S X    X X 
Rolnick et al. (2009) a-FV X X    X 
Yeh et al. (2008)-FV X  X    
*Top 5 survey results 
Unique Motivators 
a Availability/ convenience, responsibility to plan for children, lose 
weight 
b Encouragement, family, compliments 
c Self-esteem, fit into clothes  
d Social acceptance, romantic relationships, increase mobility ,lap 
band surgery 
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Table 5. Summary of Barriers to Healthful Eating Outcomes 
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McGee et al. (2008)d  X   X   X    X        
Folta et al. (2008) f  X      X X     X X X  X  
Gough et al.  (2006)  X X        X     X    
Macdiarmid et al. (2013)  X X X X X      X        
Farahmand et al.(2015) e  X X X X    X    X  X  X   
Baruth et al. (2014) h X X X X X X X X            
Peterson, et al. (2013)   X          X       
Thomas et al. (2008)c  X X  X  X   X        X X 
*Eikenberry  et al. (2004)-S X X X      X X X         
Rolnick et al. (2009) a -FV X X X      X   X X X  X  X X 
Yeh et al. (2008)-FV g  X X              X   
John et al. (2004) b -FV  X X X X     X   X X X      
*Top 6 results of the survey 
Unique barriers 
a Concern about pesticides, males feel immortal and too mucho for fruits and vegetables, lack of concern of feeling ok, inconvenience 
b Traveling and holidays, difficulty with digestions, five a day too much, dental problems, resistant to being told what to do, don’t feel like it, habit 
c  Constantly restricting their lifestyle, blamed themselves or associated life event, dissatisfied with not seeing instant results, expected “quick fix”, feeling physically 
unwell, moving to a new job, Christmas, inability to follow diet 
d Eating out, portion 
e Lack of self-efficacy 
f Difficulty in changing eating patterns they had developed in childhood 
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g Low shelf life 
h Family customs 
Time: Distributions of routine; time to cook, didn’t want to spend the time (tired of cooking), work patterns; cooking from scratch, shopping, preparing, eating 
healthful meals do to work patterns, family commitments that are higher priority; lack of time to eat healthful meals 
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Table 6. Summary of Motivators to Weight Loss Outcomes 
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Metzgar et al. (2014)a    X    
Herriot et al. (2008) b X X  X    
Sabinsky et al.(2006) c X  X  X   
Wirth et al. (2014)   X  X  X 
Hankey et al. (2002) X  X   X  
 Hindle et al. (2011)   X X    
Barnes et al. (2007) X X X X    
Wolfe et al. (2002)-S X X    X  
Webber et al. (2011) d -S X X     X 
Unique Motivators 
a Accountability, portion control, self-motivation 
b Negative comments from others regarding weight, social life 
c Wellbeing and longer life 
d Doctors 
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Table 7. Summary of Barriers to Weight Loss Outcomes 
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Metzgar et al. (2014) f     X  X    
Herriot et al. (2008) g    X X X  X X  
Ely et al. (2009) h     X      
Sabinsky et al.(2006)  X     X    
Wirth et al. (2014) a  X X        
Barnes et al. (2007) b  X X  X    X X 
Morgan et al. (2011)i X          
Hammarström et al. (2014) c  X X X  X X X X X 
Wolfe and Smith (2002)           
Webber and Quintiliani (2011) d -S X  X X   X X   
Sharifi et al. (2013) e -S  X    X   X  
Venditti et al. (2014) j -S      X X    
Unique Barriers 
a Negative beliefs, lack of motivation, diets are unrealistic, programs too feminine 
b Culture, management of hairstyle during exercise, lack of willpower, requires complete lifestyle 
change 
c Health problems, partner, friends, availability 
d Physical condition 
e Adverse effects of weight loss, food craving, situational barriers 
f Lack of accountability, loss of resource 
g Family commitments  
h Distance to commercial weight control program 
i Discouragement when weight had plateaued early on in the program, experiencing guilt associated 
with eating 
j Lack of self-monitoring, vacations/holidays 
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CHAPTER III: METHODS 
STUDY DESIGN 
 The purpose of this qualitative study was to learn what helps and hinders healthful eating 
and weight loss among middle-aged adults in two counties in north central West Virginia. The 
focus group sessions were held on Saturdays between August 2015 and December 2015 at a 
local hotel conference room. The participants received a $30 gift card for participation. The 
study was approved by West Virginia University Institutional Review Board and informed 
consent was obtained from participants. 
RECRUITMENT AND PARTICIPANTS 
Participants were recruited from two adjacent counties in North Central WV both of 
which are classified as micropolitan (an area of about 10,000 population but less than 50,000) 
based on the US Census Bureau population.48,49 These counties were chosen because they are not 
statistically different than the state average in regard to their rates of general health, fruit and 
vegetable intake, obesity and diabetes.50 Additionally, it is the area in which the intervention this 
research aims to inform will be conducted. Participants were recruited using multiple methods, 
including placing an ad in the local newspaper; advertising in-person at community events, 
word-of-mouth, snowballing (participants invited others they know to participate) and 
distributing flyers to churches, schools, community organizations, and businesses.  
The inclusion criteria was: 45 to 64 year olds, body mass index (BMI) ≥ 25 kg/m2, 
resident of Harrison or Marion county, married or living with a companion, and one of the 
following cardiovascular risk factors: high blood pressure, diabetes, pre-diabetes, high 
cholesterol, or high triglycerides. Potential participants were pre-screened using an online survey 
using Qualtrics survey software (Qualtrics.com, LLC, Provo, UT) or by research personnel over 
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the telephone. Reminders were sent through email or phone calls prior to the participants’ focus 
group date.   
FOCUS GROUPS 
Focus group questions were developed to answer the following research questions:  
1. What are the perceived motivators to eating a healthful diet to lose weight? 
2. What are the perceived barriers to eating a healthful diet to lose weight? 
3. Are there differences between males and females in regard to their perceived 
motivators and barriers?  
A semi-structured question guide was developed. The discussion began with an icebreaker 
followed by the main research questions.51 The questions (Table 8) were pilot tested with a group 
of male faculty and female faculty and staff. The questions were then modified based on the pilot 
groups’ ability to answer the questions and their feedback. However, only the three questions 
directly related to motivators and barriers for healthful eating and weight loss were analyzed for 
this study. 
Table 8. Focus Group Questions 
1. What comes to mind when you hear the words “healthy diet”? 
2. Think back to the last time you tried to change your diet to eat better and to lose 
weight… 
a. What was the reason why you decided to start making those changes? 
b. What was the hardest thing about eating healthy to lose weight? 
 
All focus groups were co-moderated by two research team members (ST and MVM) and 
a note taker. Focus group sessions were recorded using two digital voice recorders (Sony model 
ICD-UX533, Sony Corp., Konan Minato-Ku Tokyo, Japan, 2013 and Olympus Digital Voice 
Recorder model WS-320M, Olympus Imaging Corp., Shinjuku-ku, Tokyo, Japan, 2007). The 
note taker took field notes on the verbal and nonverbal communications while working one audio 
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recorder. The demographic data of participants were collected from a survey completed online or 
on paper before the focus group sessions. 
DATA ANALYSIS 
The recordings were transcribed verbatim. Field notes were added to the transcripts.51 The 
transcriptions were reviewed by a second person to verify accuracy.52 The researchers used an 
approach adapted from classical analysis described in Krueger and Casey.51 Two researchers 
independently read through the transcripts to verify the quotes addressed the specific question 
asked. If the quote did not answer the question asked, it was moved to the question it addressed or  
if it was not relevant to any question, it was discarded from the analysis.51 The researchers 
compared their results for each question and discussed any inconsistencies. Then, an open 
codebook was developed using the transcripts from the first and second session. The co-
moderators individually coded the transcripts and then compared their results. Any inconsistencies 
were resolved through discussion. The remainder of the transcripts were then coded with the open 
codebook and added in new codes to the codebook where needed throughout the process. The 
codes were placed into themes.51 The frequency of each code was determined for comparison of 
themes between male and female focus groups. Chi-square analysis was performed for the 
variables race/ethnicity, education, annual household income, and health conditions and t-test was 
used for age and BMI comparing the two genders using JMP version 11 (SAS Institute Inc., Cary 
NC).  
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CHAPTER IV: RESULTS 
The study flow is detailed in Figure 1. Thirty-seven respondents eligible for participation 
scheduled to attend the focus groups. Of those who scheduled, five cancelled and two did not show 
up for the session. In total, 30 participants attended one of seven focus group sessions. The focus 
groups ranged in size from three to five participants. Smaller focus groups have been suggested to 
be easy to manage and for the participants to feel comfortable.51 Focus groups were gender and 
age group specific (45-54 and 55-64 years old) with the exception of one group of females for 
which both age groups were included due to low number of participants for that day. The sessions 
lasted between 74 and 121 minutes (Table 9).  
The demographics of the participants are available in Table 10. Twenty-six participants 
were from Harrison County and four were from Marion County. Participants were an average of 
55.2 ± 5.2 years old with the males having an average of 55.2 ± 5.1 years old and females were 
55.2 ± 5.6 years old. The overall average BMI was 32.5 ± 4.5 kg/m2. Males BMI were 30.6 ± 3.5 
kg/m2 while females were 35.1 ± 4.4 kg/m2. The BMI between males and females were statistically 
significant (P=0.008). Diabetes and high triglycerides were two health conditions that were both 
statistically significant (P=0.04 and P=0.05, respectively). Sixty percent of the participants were 
male. A large majority (97%) were non-Hispanic white. The majority were college graduates 
(53%) and most (67%) had household incomes over $50,000 per year. Males had significant higher 
income than females (P=0.03). 
Perceptions of a Healthy Diet 
 Participants were asked: What comes to mind when you hear the words “healthy diet”? to 
determine what eating healthfully meant to them. The responses fell into one of two themes: the 
naming of a specific food that associated with a healthy diet or a feeling that healthy eating evoked. 
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The most commonly named foods were: vegetables and fruits. A few people named meat and 
having less carbohydrates. Vegetables were the most common food mentioned related to healthy 
diet.  
 “I just think vegetables when somebody says healthy.” (Male) 
 “...a healthy diet would have more vegetables in it and less, you know, less serving size of 
meat.” (Female) 
 
 Other participants named descriptions of the food in regard to taste or inconvenience of 
healthy foods rather than specific foods or food groups. Some said when they hear “healthy diet” 
they think bad taste, bland, regular scheduled meals, portion control, not convenient, discipline, 
restriction, and expensive. Bad taste and bland was just discussed among two male focus groups. 
Another interesting description seen among the males was how a healthful diet was not convenient. 
 “When you’re on the go or something and the healthy food is not as convenient. Unless, 
you say, you could plan ahead. You got the veggies cut up in the refrigerator and can grab 
the carrots sticks and raw broccoli or whatever.” (Male) 
 
Portion control and regular scheduled meals were seen among a female focus group on their 
thoughts of what a healthful diet is. 
 “... But I think of eating healthy as being a portion sizes meals three, four times a day like 
you said not large meals but eat more often.” (Female) 
 
Some interesting descriptive words that were brought up among the focus groups were “rabbit 
food”, “starvation”, “shopping”, and “struggle”. 
Motivators to Eating a Healthful Diet and to Lose Weight 
To determine what factors motivated participants to eat healthier to lose weight, 
participants were asked: Think back to the last time you tried to change your diet to eat better 
and to lose weight. What was the reason why you decided to start making those changes? Five 
themes emerged from focus group discussions (Table 11). Participants discussed how the 
improvement of health motivated them followed by their looks and physical fitness and being a 
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role model for other family members. To improve health was the main theme for both males and 
females. Males also were motivated by wanting to look better and to be more physically fit. They 
also said that one had to have an internal motivation in order to start eating healthier. In the 
female focus groups perceived special events and appearance and fitness tied with family as their 
primary motivators.  
Primary motivators 
Health 
 Health was the mostly commonly discussed motivator among both males and females. 
Many of the participants discussed how being diagnosed with a health problem would or has 
motivated them to take action to change their diet. One individual discussed how it took him 
going to the hospital to make him realize he needed to change. 
 “I went into acute renal failure and severe dehydration and everything. That’s when it finally 
kicked in that hey I better take care of myself.” (Male) 
 
Another individual mentioned how seeing others he went to school with developing serious 
health conditions motivated him to make changes. 
 “What’s motivated me is I see people my age I went to school with and older that has a lot of 
serious health issues and I think, “Wow, I don’t want to be that person,” you know so try to, 
decided I needed to eat healthier so.” (Male) 
 
A doctor’s recommendation to change their eating patterns or to lose weight was also discussed 
by the participants. One participant talked about how if the doctor gave him an ultimatum “to get 
healthier or die” that would promote him to get started on changing his diet. Some said that 
seeing their weight and body mass index also helped motivate them to eat healthier to lose 
weight. 
 “You get on the scale and see what it was, you gotta do something." (Female) 
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Individuals talked about changing their diet to feel better and to have more energy to boost 
themselves.  Two females discussed how the start of insulin would promote a change as well. 
Appearance and physical fitness 
 The second most common motivator overall was appearance and physical fitness. 
Individuals talked about how they would want to make changes to improve their appearance and 
their physical fitness. Males more often than females discussed their appearance and physical 
fitness to motivate them. One participant discussed how wanting to improve his appearance and 
self-esteem motivated him more than even health.  
 “Mine was be more uh self-esteem then the other accent. Which is probably not the right way to 
do but like he said I just felt uncomfortable in my clothes, saw myself and looked horrible so that 
was, that motivated me more than the health which is certainly not the right way but the 
reason...” (Male) 
 
Also, to improve the fit of their clothes motivated them to make changes. For example, one 
female said, “When your clothes start getting tight and you’re not comfortable sitting…” or how 
one male talked about how he had to buy bigger pants and knew it was time for a change. 
Family 
 Another common theme of motivation among five groups was family. Participants said 
they wanted to make changes because of their family members including spouses, children, and 
grandchildren. Spouses motivated the participants to make changes to their diet and lose weight 
when they themselves had made changes and were cooking healthier meals. 
 “…my wife goes on all these crazy diets all the time and that's what she fixes. She fixes, 
sometimes she does this sea salt here and this and you can’t have this and you can’t have this and 
that’s what she buys so I just eat whatever she fixes.” (Male) 
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A few participants said their children motivated them to want to do better. One male talked about 
how he would like to see his children get married. Another participant talked about how she 
wanted to be a role model for her daughter. 
 “I’d like to motivate my daughter too cause she’s really much more overweight than I am. I’m 
just like to be a good role model for her...” (Female) 
 
Secondary motivators 
 Additional motivators that were mentioned less frequently were: internal motivation and 
special events. Internal motivation was a motivator that was only found among males while in a 
female focus group only perceived special events as a secondary motivator. 
Internal motivation 
 Internal motivation was found among the male focus groups. This theme involved the 
individuals talking about how motivation has to come from inside yourself and that they were 
not sure how people could motivate others if the person was not internally motivating 
themselves. 
 “I think you have to want to help yourself too.” (Male) 
 “I was just going to say that. I mean you can have all the, I mean I understand, you know 
everything you said is true, but if a person doesn’t want to help themself how do you motivate 
someone to get out there and take advantage of a free health fair? I don’t know how you do that.” 
(Male) 
Special events 
 This theme was found among a female focus group. This theme involved the individuals 
talking about how a life event, such as a wedding or a community challenge would promote 
them. 
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 “…you know child is going to get married or something. You think ok I’m gotta make sure I’m 
going to be there I lose weight I’m not going to wear that dress for that wedding, you know so I 
think it’s some type of a major activity to make the necessary changes to their diet and lose 
weight.”(Female) 
 “Some people maybe with a challenge like let’s all weigh in and let’s see where were at in 6 
weeks or something you know. Something, something like to work for maybe or you know have a 
little competition.” (Female) 
Perceived Barriers to Eating a Healthful Diet to Lose Weight  
Participants were asked: What was the hardest thing about eating healthy to lose weight? 
Among the seven focus group sessions, eleven themes emerged from the discussions (Table 12). 
The three most commonly mentioned barriers overall were time, convenience of unhealthy 
foods, and temptation of unhealthy foods. Time was the dominant theme for both males and 
females. Other primary barriers for males were convenience of unhealthy foods and lack of self-
control. Females more commonly mentioned temptation and lack of self-control. 
Primary barriers 
Time   
 Time was the most commonly discussed barrier. Time can be a hurdle for participants 
when it comes to eating healthfully to lose weight. Participants acknowledged that meal planning 
was important to eating healthfully, but many commented on not having enough time to devote 
to the tasks. When looking at the various aspects of time that participants perceived as impeding 
them from eating healthful, the major concept seemed to be that they had other life obligations 
that took priority over the planning and cooking tasks that eating healthful required. In both male 
and female focus groups, time was a top barrier in preventing them from consuming a healthful 
meal. Many participants discussed different ways in which they lacked time.  
 Participants discussed the difficulty of being prepared all the time or did not feel like 
prepping when it came to a healthful meal. 
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 “…what makes it even more difficult is those times where you are really, really busy and you 
know you’re traveling here, whatever it is, it’s hard to be prepared all the time.” (Male) 
 “I just don’t have time. I know when I get home I don’t really feel like prepping you know. I’m 
tired, worn out from the day, I’m stressed, have other things to do, you know with the little guys 
and I just really don’t feel like prepping for the next day. I just want to relax and do what I need 
to do in house.” (Male) 
 
 Another aspect of time mentioned by the participants was that their children’s activities 
prevented them from being able to cook meals and thus, it was easier for them to go through a 
drive thru restaurant. If they had time to prepare a meal, some felt it was quicker to fry food than 
healthier cooking methods. 
 “If you got children and they’re active and everything. You don’t have time to go home and fix a 
good meal. You just go get it and go thru.” (Male) 
 “It’s also the time factor involved too. I mean it’s so easy to go through the drive thru or throw 
something … in hot, oil grease and fry it instead of barbequing or grilling it… It’s just the time 
factor…” (Male) 
 
Being busy with other priorities and not taking time for themselves were also barriers to 
preparing healthful meals.  
 “You have that busy atmosphere or people don’t have time to cook and you’re doing a lot of pre-
processed foods and fast foods.” (Female) 
 “It takes time. I mean your focus has to be on yourself and, you know, we’ll take time for 
everyone else. I mean that’s why I’m running late cause this one, this one and I just drop 
everything but for ourselves we just don’t do it.” (Female)  
 
 Participants discussed how long work days and busy schedules made it difficult for them 
to eat a healthful meal.  
 “I would agree …my work schedule is what keeps me from eating healthy you know. I guess if I 
would have…go take an hour for lunch I probably sit down somewhere to eat, rather than you 
know. Lots of time when I take lunch I try not to eat fast food but …if I do it’s … eating and 
rolling. See if you get something quick that’s not home-cooked it’s obviously not as healthy as 
the, if you sit down and have a home-cooked lunch.” (Male) 
Individuals also talked about how they would skip meals or wait till they were hungry to eat. For 
example, a male talked about how he would skip lunch. But when he got home and dinner was 
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not ready yet, he would eat everything he saw. Not taking the time to plan their meals also 
hindered their abilities to consume a healthful meal. 
 “Mine again is not planning ahead of time what I’m going to eat. Not waiting till I’m starving 
and realizing, “Oh I haven’t ate in 8 or 10 hours.” I think that planning is the number one thing, 
for me.” (Female) 
Lazy was mentioned among two male participants. One male stated he just didn’t want to take 
the time to cook dinner. 
 “…we eat out a good bit just simply because at 4:30, 5 o’clock, 5:30, we don’t want to come 
home and cook dinner and have to worry about cleaning it up and you know what and sometimes 
that’s somewhat of an excuse. It’s somewhat laziness…” (Male) 
 
Convenience of unhealthy foods 
Another dominant theme was that many felt with their busy lives, it was more convenient 
to get foods that were unhealthy. They felt that when they were in a hurry, most of the food 
available to them were not healthy. Among the differences in genders, convenience of unhealthy 
foods was a primary barrier for males while convenience of unhealthy foods for females was 
their sixth barrier. Convenience of fast food was seen among males and females and how much 
easier it is to go through a drive thru or stop in a convenient store for lunch or dinner instead of 
cooking.  
 “Like in my job and probably everybody else’s job, it’s easier to get fast food. It’s easier to get, 
you know go into a convenient store and get you a pepperoni roll. You know it’s very easy, it’s 
very convenient and that seems to be, that’s my weakness. It’s like, you know if you’re hungry, 
you’re hungry right now and it’s easier to get something that’s processed than something that is 
better for you.” (Male) 
 
Healthful eating was discussed as not being convenient when it comes to preparing the food. It 
was stated that it was easier to buy a box crackers than to buy vegetables which have to be cut-up 
and are perishable. 
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 “It’s almost like the lack of convenience of the healthy foods, you know. Like she said the 
vegetables and stuff. You buy a box of crackers and you eat the box of crackers, but if you buy a, 
you don’t buy a box of already cut up carrots or already cut up any vegetable. You need to 
package ‘em differently.” (Female) 
Participants’ spoke of how eating meals out and how there are not many places to eat at that were 
considered healthful made it difficult for them to consume nutritious meals. A female participant 
talked about being invited to dinners and how if someone picks a pizza restaurant you are going 
to eat the pizza. 
 “Especially if you go out to eat. When you go out to eat, it’s in front of you, you’re going to eat it. 
I don’t know they usually give you pretty good helping.” (Male) 
Temptation 
Temptation was the third and last primary barrier found among the focus groups. 
Temptation was seen to be what made it hard for participants to resist the unhealthy foods such 
as seeing TV advertisements or being at social events. There was not much of a difference 
between the genders. 
 “I think the temptation you know you get tired of eating healthy stuff and then you, you see the 
advertisements on TV, you go to store, what’s at the prime spots when you walk through the store 
are these unhealthy snacks an and foods um I think that’s a, that’s a big obstacle. …and I, I think 
sometimes that’s why, you know, when you think eating healthy, you gotta add those sometimes 
add those things in every once in a while because when you don’t when you restrict yourself, it 
makes you want more.” (Female) 
 
Secondary barriers 
These barriers were not the top three choices among the participants but themes still 
appeared were lack of self-control, preferences, not being mindful, cost, lack of knowledge and 
skills, not seeing results, factors of life, and family members and friends. Among the male and 
female participants, slight differences can be seen among the genders. The secondary barriers for 
males’ were temptation, preference, lack of knowledge and skills, not being mindful, not seeing 
results, cost, family members and friends, and factors of life. The females’ secondary barriers 
 
 
40 
 
were cost, factors of life, lack of knowledge and skills, convenience of unhealthy foods, not 
being mindful, preferences, family members and friends, and not seeing results. 
Lack of self-control 
Lack of self-control was the third most common barrier to males and females but overall 
was the fourth barrier. Lack of self-control as a barrier meant that the participants had trouble 
with maintaining their ability to eat a healthful meal. This can be seen with how habit was a 
barrier for the participants who were having trouble to overcome. Habit was mostly discussed 
among the males though. Lack of motivation and discipline made it harder for them to stay on 
top of eating healthful to lose weight. 
 “So um definitely, definitely a habit and a routine that you get into and what once you become 
inactive, it’s hard to get back that that motivation that you once had. With me.” (Female) 
Keeping up with eating a nutritious meal and losing their healthful habits were seen to affect the 
males mostly when it came to a lack of self-control. 
 “I think it’s to keep doing it. I don’t think it’s hard to do it. I think it’s hard to keep doing it. And 
what makes it even more difficult is those times where you are really, really busy and you know 
you’re traveling here, whatever it is, it’s hard to be prepared all the time.” (Male) 
 
Not having any accountability from others or themselves and excuses were seen to affect the 
females when it came to trying to eat healthful.  
 “My, me quit making excuses for myself and be accountable for what I’m doing and quit. 
Exercise more and quit eating late.” (Female) 
Preferences 
Preference among the participants dealt with how it was their choice about wanting 
something tasteful or the size of the portion when it comes to their meals. Preference was seen to 
be the fifth overall barrier to the participants. It’s also interesting to note how more males made 
comments about preference when it comes to food. Taste of unhealthy foods were found to be a 
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barrier. Interesting, one participant talked about immediate gratification of food meaning they 
would rather have the unhealthy foods right now. 
 “Yeah, people don’t want to make that choice. They want the sinful food. Cause it taste better 
Sorry.” (Female) 
 “Yeah and that’s immediate gratification. You know, it’s going to be worse after us with the 
computers, and you know the younger people. Who wants to wait 6 months? I mean you want to 
sink your teeth into a hoagie right now, so it’s yeah. I think everybody’s aware and I think that 
it’s a desire, but I think that the immediate gratification outweighs that, at least for me.” (Male) 
 
Portion and consuming too much food was also seen to be troublesome for males and 
females. One male stated, “The volume, the volume is a problem.”  
Not being mindful 
Not being mindful and cost were the next two barriers that had tied. For the participants, 
not being mindful was seen as indulging into food when they were bored or stress eating. Stress 
was seen to affect the individuals such as making them crave foods. When the individuals talked 
about mindless eating, they talked about how sitting around and doing nothing which would 
trigger them to want to snack. This can also be seen when they are watching TV. 
 “When you’re sitting around doing nothing your food, your mind turns to well I’m going to go to 
the refrigerator and see what’s there to snack on. And you will do the snacking. You need 
something else to take your mind off of that…” (Male) 
Cost and financial 
The individuals saw cost and financial expenses affected them from buying healthier 
foods. Females discussed more about cost affecting them than males when it came to healthful 
eating. 
 “I have a hard time you know it’s expensive to eat healthy. And when, when we’re on a, like this 
month, we’re on a particularly stringent financial, um you know, spending and you cut back 
where you can afford to cut back. You cut back on your groceries, you know, that’s the only place 
left. “(Female) 
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Lack knowledge and skills 
Lack of knowledge and skills theme appeared in five of the seven focus group sessions. 
Lack of knowledge and skills were seen as how the participants did not know how to cook a 
healthful meal and how they were confused from different nutrition messages they might see on 
the internet. One male discussed how his biggest problem was preparation and it was easier “to 
eat garbage.” One female mentioned how she was never taught how to cook a healthful meal. 
 “I’ve never learned how to cook healthy. Grew up on fried potatoes.” (Female) 
Two females discussed how the internet has mixed messages in eating healthful to lose weight. 
 “See like this morning on the internet said 10 foods to avoid and one of them was corn on the 
cob. And see I read that stuff every day and then when I go to the store, I say well I can’t have 
this they said it was bad. Can’t have this so I go home with nothing and I that’s when I get 
confused at with stuff like that.” (Female) 
 
Not seeing results 
 Not seeing results and factors of life were the two next barriers that had tied. Participants 
felt that it made it hard for them to eat healthful to lose weight by not seeing results. This could 
be when the participants would see the weight loss slowed down and begin to plateau to a steady 
weight. 
 “Well then you hit this plateau where like you stabilize or something. You don’t lose any weight 
for a little while. And then I start thinking well I’m doing what they’re telling me do, but I’m not 
losing any more weight. So you then you start getting a little bit discouraged.” (Female) 
Factors of life 
Interestingly, a barrier that came about in three focus groups were factors of life. This 
theme came about due to participants talking about aspects in their life that they do not have 
much control of that could affect their weight loss. Participants talked about they believe their 
aged played a factor or how since they are older their metabolism has slowed down. Females had 
discussed this theme more than males as a barrier in eating healthful to lose weight. 
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 “But it gets harder as you get older. It’s harder to lose weight as you get older. And then if 
you’re on medication it’s going to int-, it won’t allow you to lose weight.” (Female) 
 “…I blame mine on, um metabolism or something cause I’m still very active.” (Female) 
Family members and friends 
Family members and friends appeared to be the last barrier in making it hard for 
individuals to consume a healthful meal. Family and friends were seen to affect their eating 
choices by wanting more than the individual would like.  One female discussed how the children 
made it difficult by them not cleaning their plate and the parents felt they needed to finish it to 
not waste the food. 
 “Well, I have I cook for my husband and the grandchildren when they’re over, so you know a lot 
of times they want more than just a boiled egg.” (Female) 
 “Well and talking about when you grew up that it was meat and potatoes, when I grew up, it was 
you cleaned your plate, no matter what was on that plate, you ate whatever your parents gave, 
you cleaned it. And then when I had kids, it became, they never cleaned their plate but then mom 
and dad cleaned it because you couldn’t throw that away.” (Female) 
 
Gender Differences for Motivators and Barriers 
 Males and females identified similar motivators to eating healthfully and perceived the 
desire to improve their health as the main theme. Internal motivation was discussed among the 
male participants, while females said they were motivated by special events like weddings and 
community challenges. Appearance and physical fitness were discussed more often in the male 
focus groups than the female focus groups. 
 As for barriers, time was the dominant theme for both males and females, some gender 
differences were found. Males cited convenience of unhealthy foods more often than females. 
More females than males perceived their main barrier as temptation by unhealthy foods. Even 
though cost was not a primary barrier for either males or females, it was mentioned more often in 
female than male groups.  Males said their preference for the taste of unhealthy foods over 
healthy ones was a barrier more often than female groups.  Factors of life was also perceived 
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more among the females in hindering their efforts. Among both male and female focus groups, 
lack of self-control was found to be the third barrier. 
 
 
Figure 1. Focus Group Attendance  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 9. Focus Group Numbers and Length of Discussions 
Focus group 
Number 
Gender (n) Age Time 
(from ice breaker to conclusion) 
1 Females (5) 45-54 1:14:32 (74 minutes) 
2 Females (3) 55-64 1:30:20 (90 minutes) 
3 Males (5) 45-54 1:35:16 (95 minutes) 
4 Males (5) 55-64 1:22:44 (82minutes) 
5 Females (4) 45-64 2:01:19 (121 minutes) 
6 Males (5) 55-64 1:37:11 (97 minutes) 
7 Males (3) 45-54 1:51:05 (111 minutes) 
Screened 
n=48 
Total Eligible 
n=37 
Did not meet criteria 
n=11 
Scheduled Focus Group 
n=37 
Attended Focus Groups 
n=30 
Did Not Attend n=7 
Cancelled Focus Group n=5 
Did not show n=2 
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 Table 10. CHARACTERISTICS FOR 45 TO 64 YEAR OLDS FOCUS GROUPS 
 Total (n=30) Males 
(n=18) 
Females 
(n=12) 
Age Group       
45-54 years        15 (50)        8 (44) 7 (58) 
55-64 years   15 (50)       10  (56) 5  (42) 
BMI Classification*       
Overweight (25-29.9kg/m2) 10 (33)         9 (50) 1 (8) 
Obese (30 kg/m2 or greater) 19 (63)         8 (44) 11 (92) 
NR 1    (3)         1  (6) 0 (0) 
Race/Ethnicity       
Non-Hispanic White Only 29 (97)       17 (94) 11 (92) 
Non-Hispanic White and Other 1  (3)         1 (6) 0 (0) 
Other 1 (3)         0 (0) 1 (8) 
Education       
Grade 12 or GED 8 (27)          3 (17) 5 (42) 
College 1 year to 3 years (Some college or 
technical school) 
6 (20)          4 (22) 2 (17) 
College 4 years or more (College graduate) 16 (53)         11 (61) 5 (42) 
Annual Household Income**       
Less than $34,999          5 (17)           1 (6) 4 (33) 
Between $35,000 and $49,999          5 (17)           1 (6) 4 (33) 
Between $50,000 and $74,999          6 (20)           4 (22) 2 (17) 
$75,000 or more        11 (37)          10 (56) 1 (8) 
I would rather not say          3 (10)            2 (11) 1 (8) 
Health Condition       
High blood pressurea        17  (61) 8 (50)       9 (75) 
Diabetesb***         6  (24) 2 (13)       4 (40) 
Pre-diabetesc         4  (18) 3 (21)       1 (13) 
High cholesterold       20  (80) 12 (48)       8 (73) 
High triglyceridese****       11  (52) 6 (46)       5 (63) 
2 or more health conditionsf       22   (76) 12 (71)      10 (83) 
NR=Not reported 
*P=0.008, ** P=0.03,*** P=0.04, **** P=0.05 
 aHigh blood pressure sample size Total (n=28) Males (n=16) Females (n=12) 
b Diabetes sample Total (n=25) Males (n=15) Females (n=10) 
c  Pre-diabetes sample size Total (n=22) Males (n=14) Females (n=8) 
d High cholesterol sample size Total (n=25) Males (n=14) Females (n=11) 
e High triglycerides sample size Total (n=21) Males (n=13) Females (n=8) 
f 2 or more health conditions Total (n=29) Males (n=17) Females (n=12) 
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Table 11.   Motivators to Healthful Eating and Weight Loss 
Overall Males Females 
Health Health Health 
Appearance and physical 
fitness 
Appearance and physical 
fitness 
Special events 
Family Internal motivation Appearance and physical 
fitness/Family 
Internal motivation Family  
Special events   
Table 12.  Barriers to Healthful Eating and Weight Loss 
Overall Males Females 
Time  Time Time 
Convenience of unhealthy 
foods 
Convenience of unhealthy 
foods 
Temptation 
Temptation Lack-self control Lack-self control 
Lack of self-control Temptation Cost 
Preferences Preference Factors of life 
Not being mindful/Cost Lack of knowledge & 
skills/Not being mindful/Not 
seeing results 
Lack of knowledge & 
skills/Convenience of unhealthy 
foods/Not being mindful 
Lack knowledge & skills Cost Preferences 
Not seeing results/Factors of 
life 
Family members and friends Family and friends/Not seeing 
results 
Family members and friends Factors of life  
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CHAPTER V: DISCUSSION 
The focus group study examined what helps or hinders healthful eating and weight loss in 
middle-aged adults. The prevailing three factors that motivated participants in this study to eat 
better to lose weight were health, appearance and physical fitness, and family. The desire to 
improve health was the dominant motivator in this focus group study. This is consistent with 
other studies.18–21,31–33,36,37 Also noteworthy to point out is how the top three motivators to 
healthful eating found in the articles reviewed were health problems and benefits, healthcare 
provider, and to feel better and more energy were all placed in the health theme of this focus 
group study.18–24 Appearance and physical fitness was the second overall motivator found and 
the second motivator discussed among the male focus groups. Appearance was found to be the 
dominating motivator in the review for weight loss.30–35 Increased and improved physical activity 
was seen in the studies but not as a common motivator.32,34 Family was the third primary 
motivator discussed in the middle-aged adults focus groups. When looking at the studies 
reviewed, family aspects were not seen as common in the healthful eating or weight loss 
studies.18,20,23,35,36 It was found how an individual wanted to be a role model for her daughter 
which was also found among a focus group that was mainly females. 18  One of the top three 
motivators found among the weight loss studies reviewed were support but was not found in the 
current focus group study motivators.30,33,37,38 
 Motivation to lose weight for a special event was discussed among females, but not male 
participants. They wanted to make changes in their diet and weight loss for events such as 
weddings or to participate in a community challenge. This was not a theme found in any articles 
reviewed. While most participants identified motivators, these motivators did not appear to 
outweigh the barriers preventing them from eating healthfully since all participants had at least 
one health condition and most were not at the time eating to lose weight. 
 
 
48 
 
Among the eleven themes identified for the barriers to healthful eating and weight, time 
was the dominant barrier. This is consistent with numerous studies.18–23,25–29,33,35,36,39 It would seem 
that barriers such as lacking time to prepare healthful meals and to plan ahead outweighs the 
motivation that people have to eating healthfully when they are diagnosed with a health condition.  
With lacking time, a participant talked about how they did not have time to fix a good meal due to 
their children being active. This was also perceived in another study that included all females on 
how they did not have time to cook with their children still at home.25  Macdiarmid et al. saw how 
work patterns affected the participants with their time and commitments in trying to eat healthful 
which is similar to what was found in this current study with individuals talking about how long 
work days affected their ability to eat healthful.26 Participants mentioned how they didn’t feel like 
prepping the food when they were really busy or just tired from the day and wanted to relax. A 
previous study showed the same barrier for lacking time in a diverse group of males and females 
in how preparation time affected their ability to consume more fruits and vegetables.21 
Convenience of unhealthy foods was the second overall barrier found in the present focus 
group. Participants discussed how unhealthier foods were easier for them to get instead of cooking 
a healthful meal. However, this barrier was not a common one found in the review of studies. It 
could be similarly related to the barrier, inconvenience of fruits and vegetables that Rolnick et al. 
found in their focus groups regarding consumption.20 Also, the third barrier found to affect the 
individuals in this study was temptation but was hardly seen in the review.25,27,33,39 Two studies, 
one with female participants and the other male participants,  found temptation as a barrier.25,27 
Interestingly though in this study, the female focus groups saw temptation as their second barrier 
to affect them more than the males. 
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Interestingly, cost or the expense of eating healthful is cited as a dominant barrier in most 
studies.19–24,26–29,31,33,36,39,40,43 However, we did not find it to be a predominant barrier in our study 
although it was mentioned by a few participants. This was particularly the case with men. This 
may be because our sample was at a higher income level than participants in other studies. 
Noteworthy, the National Center for Health Statistics reported that males who have a higher 
income levels have a slightly higher obesity prevalence than males with lower incomes.4 The 
opposite is true for women.4 If cost is not a barrier and participants could afford to purchase healthy 
foods, what appears to be their main deterrents are time and convenience. Interventions aimed at 
reducing obesity in men should focus on overcoming these barriers. 
One theme that appeared from the focus groups that was not found in the review of studies 
was factors of life which involved mainly females discussing how their metabolism or how their 
age affects them from being able to lose weight. The participants talked about how the older they 
got, the harder it was for them to be able to lose weight. 
Limitations 
In this study, 97% of the participants were non-Hispanic white. Our sample of 
participants were similar to residents of both counties in regard to race but were more educated.53 
In our study, 53% of participants were college graduates but only about 20% of residents of 
Harrison county received their bachelor’s degree or higher.53 In this current focus group study, 
37% had an income of $75,000 or more while the median household income for Harrison and 
Marion County are $40,556 and $39,870 respectively, which is slightly higher than the West 
Virginia Median Household. 54,55 Also, with female moderators, male participants could possibly 
withdrawn their opinions to the questions. Even though small focus groups have been suggested, 
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a three person focus group could have been too small and the participants might have felt a little 
uncomfortable. 
 
 
 
51 
 
Chapter VI: Summary and Conclusions 
Motivators and barriers to healthful eating and weight loss is an important concept to 
understand what helps or prevents individuals in their daily lives to help implement an intervention 
in the target population. Individuals in this study were motivated by their desire to improve their 
health but however time seems to outweigh their motivation to eat healthful and lose weight. An 
intervention should aim to help individuals overcome their predominant barrier of time. Also, the 
intervention should aim to help the individuals overcome their top barriers to help them succeed 
in healthful eating to lose weight and focus on what would also help the males and the females 
separately. 
Practice application 
Interventions should be developed based on what the target population has mentioned on 
what hinders them from eating healthfully to lose weight (Table 13). In order to help individuals 
overcome time, an intervention that teaches them how to plan and prepare their healthful meals in 
an efficient time when they feel they are too busy or too tired to do anything. Healthful recipes or 
healthful restaurant choices for individuals in an intervention would also help them prepare 
nutritious meals. Also, weekly phone calls with a Registered Dietitian to help keep them 
accountable could help an individual stay on top of their weekly, nutrition goals. An intervention 
geared towards males to help make healthier choices when they feel unhealthy food is more 
convenient, which could be assisting the individual to find healthier choices at restaurants. For 
females, teaching females how to reduce their temptation in unhealthy foods by helping them 
substitute better choices. 
 
 
 
 
52 
 
Table 13. Practice Applications to Overcome Barriers to Healthful Eating to Lose 
Weight 
Overall Barriers Application 1 Application 2 
Time Teach how to plan 
healthful meals 
Teach how to prepare 
healthful foods 
Convenience of Unhealthy Foods Healthful recipes to 
prepare meals 
Healthful restaurant choices 
Temptation  Teach how to substitute to 
healthful choices 
Explain how you can have “a 
favorite” every once in a 
while 
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